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Revision: HCFA-PM-94-9 (MB) ATTACHMENT 3.1-A

25.

26.

DECEMBER 1994 Page 10

State: Nebraska

AMOUNT, DURATION, AND SCOPE OF MEDICAL

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

Home and Community Care for Functionally Disabled Elderly Individuals, as defined, described
and limited in Supplement 2 to Attachment 3.1-A, and Appendices A-G to Supplement 2 to
Attachment 3.1-A.

X Provided Not provided

Personal care services furnishedto  an individual who is not an inpatient or resident of a
hospital, nursing facility, intermediate care facility for the mentally retarded, or institution for
mental disease that are (A) authorized for the individual by a physician in accordance with a plan
of treatment, (B) provided by an individual who is qualified to provide such services and who is
not a member of the individual's family, and (C) furnished in a home.

_X_ Provided: State Approved (Not Physician) Service Plan Allowed
Services Outside the Home Also Allowed *

X
_X_ Limitations Described on Attachment

Not Provided.

* Exception described on attachment.
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Revision: HCFA-PM-94-9 (MB) ATTACHMENT 3.1-B
DECEMBER 1994 Page 8b

State: Nebraska

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): All groups

25. Home and Community Care for Functionally Disabled Elderty Individuals, as defined, described
and limited in Supplement 2 to Attachment 3.1-A, and Appendices A-G to Supplement 2 to
Attachment 3.1-A.

_X_ Provided not provided

26. Personal care services furnished to  an individual who is not an inpatient or resident of a
hospital, nursing facility, intermediate care facility for the mentally retarded, or institution for
mental disease that are (A) authorized for the individual by a physician in accordance with a plan
of treatment, (B) provided by an individual who is qualified to provide such services and who is
not a member of the individual's family, and (C) furnished in a home.

_X_  Provided: State Approved (Not Physician) Service Plan Allowed
Services Outside the Home Also Allowed *

X
_X_  Limitations Described on Attachment

Not Provided.

* Exception described on attachment.

TN NO. MS-01-02

AR Lo e
Ay iy o ’L]
Supersedes Approval Date ML

Effective Date: JAN L ST

TN NO._MS-00-06



ATTACHMENT 3.1-A
ltem 26

Applies to Both
Categorically and
Medically Needy

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State Nebraska

LIMITATIONS - PERSONAL CARE AIDE SERVICES

NMAP covers personal care aide services when ordered by the client's physician based on medical
necessity.

NMAP generally limits personal care aide services to 40 hours per client per seven-day period,
subject to utilization review. Medicaid Division approval must be obtained for services authorized
in excess of 40 hours per week.

NMAP considers a personal care aide to be a "trained" aide when the provider meets one of the
following criteria and presents a copy of the certificate or license to the worker. The provider must:

1. Have successfully completed the American Red Cross Home-Bound Care Course or a
basic aide training course that has been approved by the Nebraska Health and Human
Services System;

2. Have passed the Nurse Aide Equivalency test; or

3. Bealicensed R.N. or L.P.N.

Exception: Personal care aide services may be provided at a client’s work site when the client is
engaged in competitive integrative employment, e.g., assistance with toileting or eating a meal.
Competitive integrative employment is defined as working a minimum of 40 hours/month at minimum
wage. ‘

Telehealth:

Personal care aide services are not covered when provided via teleheaith technologies.
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